but has rarely been reported in the pre-pubertal stage. There are no published descriptions of stupor in this age group. We report a case of depressive stupor occurring on four occasions within 14 months, in a pre-pubertal 13-year-old boy. The patient's mother also suffered from similar but shorter episodes in her adolescence.
Familybackground
The patient, a short-statured boy of pyknic build, was the third of fivechildren. His father, aged 45, wasa bus driver who exhibitedfeaturessuggestiveof a personalitydisorder. His mother, aged 36, had a long-standing history of psychiatric illness. At age 14, she was referred to a child guidance clinic because of her short self-limitingperiods of withdrawal, mutism, and refusal to eat. At age 17, she was treated as an out-patient with imipramine for â€oe¿ cyclical depression of the manicâ€"depressive typeâ€•. Three months later, she was admitted to our hospital in a state identical to that of our patienton his firstand subsequentadmissions.
Sheshoweda gradualspontaneousrecoveryovera periodof 10days, but betweenthe agesof 18and 24 wasadmitted to hospitala furtherfour times.Her hospitalnotesfor thisperiod
show the diagnosesof schizophrenia, periodic catatonia, affective disorder (depression), and possible borderline intelligence. Treatmentsgivenincludedthe useof ECI', major tranquillisers, and antidepressants. Five months after our patient's first admissionto hospital,she once more required in-patient treatment for depressionassociatedwith marital and familyproblems, whichled to divorceaction, initiated during the course of our patient's third admission.
Physical history
Although our patient's birth was normal, a congenital cardiac valvular defect required his staying in hospital for some months after birth; this defectcorrectedspontaneously,and his developmentproceededunimpaired. Two yearsprior to referral, he collapsed while playing football, but cardiac investigations at that time were normal. He followed the advice to give up strenuous exercise temporarily, which caused him annoyance, as football was important to him.
History of illness

Case report
The patient was describedas a livelyboy with normal peer treatment, but after the seventh treatment it was noticed, mainly during the evening, that the patient showed manic symptoms such as elation, disinhibition, overactivity, and over-talkativeness with sexual overtones. Followingrecovery, the patient claimed amnesia for the period of his illness up to his first ECT. Partly because of continued fluctuations in his mood, but mainly because of his unsettled home circumstances, he remained in hospital for some 5 months, at which point he was discharged, against medical advice, by his father. As far as we could ascertain, this admission and subsequent relapses appeared related to the family circumstances, which included constant parental discord as well as two instances of his mother taking an overdose. He was discharged taking lithium caronate (800mg b.i.d.) and amitnptyline (75 mg node).
Second admission
Two months later, the patient wasreadmitted in depressive stupor. His history indicated that he had continued on his medication on a regular basis until 4 days prior to admission; out-patient serum lithium estimation confirmed this. Once again he needed to be fed by nasogastric tube, as he was mute, passive, and refusing all food. After a further course of six ECTs, he gradually returned to normal, but without the appearance of manic symptoms on this occasion. On recovery, it was explained to the patient that he was to attend a local high school for a short trial period rather than return to his own school some 30 miles away as he had hoped. That evening, he began to withdraw, refused to eat, and by next morning was once more in a stuporous state. This lasted for 4 days during which time he had to be fed by nasogastrictube. His conditionstarted to improve without further treatment when one morning the patient began to mumble repeatedly â€oe¿ sorry for all the troubleâ€•. Within 24 h he appeared to be normal and was able to engage in all ward activities. Following a successful trial at the local high school, he was discharged home on lithium and amitriptyline treatment at the same dose as previously.
Third admission
The patient was once again admitted in a stuporous condition in May 1983, 1 month after discharge. His clinical condition was identical to that in the first two episodes, except that on this occasion he actively resisted nasogastric intubation feeding. As his physical condition gave cause for concern, ECT was commenced. Following the first treatment, ECr was discontinued as the patient immediately began to eat and drink normally. He maintained his improvement, and was discharged home 2.5 months after admission. During this period in hospital, his parents separated and his father filed for divorce.
Follow-up examinations
The patient wasexaminedinitiallyat monthlyintervalsafter his last discharge, and then 6-monthly for a total period of 2 years and 3 months, at which point he requested discharge. At the time of discharge he, of his own accord, stopped his medication (lithium carbonate 800mg b.i.d.)
for 4 months and was in full-time employment. A personal communication 2 years later indicated that he remained well.
Clinical Investigations
Physical and neurological examinations on each admission were normal, apart from a sinus tachycardia of 110/mm and mild peripheral oedema. On each admission, he was noted to be sexuallyunderdeveloped,withabsenceof facial, axillary, and pubic hair and infantile-like genitalia.
The results of chest and skull X-rays were normal, as was an EEG performed prior to ECT. ECG revealed only a mild sinus tachycardia, thought to be associated with amitriptyline.
On his first admission, haematology, liver and thyroid-function tests, blood urea and electrolyte levels, as well as lead and serum porphyrin levels were all within normal limits. When the patient was taking 1600mg of lithium daily, his serum levels ranged up to 1.3 mmol/litre. After reduction of the drug to 800mg daily, his serum levels averaged around 0.8 mmol/litre.
Dexamethasone suppression test
The Amersham (R.I.A.) method (Grant & Beastall, 1983) was employed, and a serum cortisol level less than 138nmol/litre at either 1600h or 2300h was considered to be indicative of adequate suppression. Changes in the DST mirrored changes in the patient's clinical state, in that stuporous states were always associated with inadequate suppression of cortisol levels ranging from 190 to 450 nmol/ litre, while recovery was associated with adequate suppression.
Discussion
While depression and manicâ€"depressive illness, although rare, are well recognised in adolescents, the concept of depressive illness in pre-pubertal children provokes controversy. It has been argued that depressive symptoms in children are different from those in adults and may be in the form of â€˜¿ depressive equivalents' (Mahnquist, 1971) or marked depression (Glaser, 1967) .More recently, however, the opinion that major depressive illness can exist in the pre pubertal age group has been attracting considerable attention (Puig-Antich, 1980; Carison & Cantwell, 1980) . We believe that our case fits the diagnostic criteria for manicâ€"depressive psychosis, depressed type (ICD-9, World Health Organization, 1978) . He did show brief hypomania following treatment with tricydics and ECT, which is one predictive factor for the development of frankly bipolar illness in later life (Strober & Carlson, 1982) . The differential diagnosis must include other psychiatric diagnoses, such as catatonia or hysterical conversion, and physical causes of stupor such as viral infection of the central nervous system. In support of this being a primary affective illness is the predominance of mood change in the patient's clinical course. He responded appropriately to antidepressant treatment in a consistent manner on four occasions, and had a strong family history of cyclical psychosis. He also had abnormally high cortisol levels, which failed to respond to dexamethasone suppression during illness, although DST values were normal during times of health. Similar degrees of sensitivity and specificity of the DST in adult populations have been reported in child psychiatric in-patients (Doherty eta!, 1986 ).
Normalisation of the DST accompanying clinical recoveryhas alsobeen reported (Bowie & Beaini, 1985) .
The possibility of a physical cause for the patient's stupor remains. Nunn eta! (1986) reported four cases where childhood psychosis and viral infection were associated, although all of these had other neuro developmental abnormalities and/or clear evidence of infection. Our patient had had a short pyrexial illness, but had recovered completely prior to admission. He had had an episode of stuporous behaviour the previous year without physical illness. The absence of other positive findings reduced the possibility of a viral encephalitis.
Our patient suffered a relapse when exposed to the stress of discharge from hospital. He had also experienced major life events such as the loss of his usual recreational activity through medical advice, and, at a later stage, the separation of his parents.
This type of â€˜¿ exit' event has been associated with the development of severe mood disorders in children (Goodyer et a!, 1985) . Certainly, stress contributed to the aetiology of his illness, and must be considered along with other factors such as the likely predis position suggested by his mother's almost identical illness at a similar age.
Legal aspects of the case Appendix This case is of interest not only because of its clinical aspects, but also because it involves the issue of consent to treatment. Our patient at the time of treatment was a â€˜¿ pupil' and therefore unable to giveconsent. As his parents had giventheir consent, our legal responsibility was met by their signature. If they had refused consent, two possible courses of action could have been pursued via the Mental Health Act or Social Work Acts. The legal position under the Mental Health Act (Scotland) 1984is as follows:
There is no specific age at which the Mental Health Act (Scotland) 1984 becomes applicable to a young person. The act therefore can be applied to every person of whatever age, but the existing common law of Scotland underlies how it applies with respect to â€˜¿ pupils'and â€˜¿ minors'. 
